A 49 year-old man with trigeminal neuralgia caused by megadolichobasilar anomaly was described. The patient having neuralgic attacks in the second branch of the right trigeminal nerve for two and a half years showed the angiographic evidence of a tortuous and elongated vertebrobasilar artery and MRI of the brain clearly visualized the root entry zone of the nerve having been compressed by the main trunk of ectatic basilar artery. Cases of trigeminal neuralgia due to the compression by the basilar artery itself have been rarely described previously. In order to evaluate trigeminal neuralgia, MRI is essential to determine the relationship of the involved site of nerve to the pathogenic artery, trigeminal neuralgia; megadolichobasilar anomaly; magnetic resonance imaging Vascular compression is one of the major pathogenic factors in trigeminal neuralgia. Surgical neurovascular decompression is used as a treatment of choice. In general, vessels involved are rather small ones such as the superior cerebellar artery, anterior inferior cerebellar artery and petrosal vein. On the other hand, trigeminal neuralgia caused by an ectatic basilar artery itself has been rarely described; e.g., Janneta reported no such cases in his series of 60 cases with trigeminal neuralgia due to vascular compression (Janneta 1977) .
Vascular compression is one of the major pathogenic factors in trigeminal neuralgia. Surgical neurovascular decompression is used as a treatment of choice. In general, vessels involved are rather small ones such as the superior cerebellar artery, anterior inferior cerebellar artery and petrosal vein. On the other hand, trigeminal neuralgia caused by an ectatic basilar artery itself has been rarely described; e.g., Janneta reported no such cases in his series of 60 cases with trigeminal neuralgia due to vascular compression (Janneta 1977) .
It is a prerequisite for surgeons to be acquainted precisely with neurovascular relationships resposible for trigeminal neuralgia prior to surgical intervention. We report here a case with trigeminal neuralgia caused by a megadolichobasilar anomaly and the usefulness of MRI to reveal the site of nerve compression. admitted to Tsukuba University Hospital for the investigation of a prepontine abnormal shadow revealed by CT. Sharp pain was precipitated in the right 2nd division of trigeminal nerve, when eating or washing his face. The pain was precipitated, even when salivation was induced by eating sour foods such as lemons or sometimes only by looking at those foods. The trigger zone was located at the right cheek just lateral to his nose. He had been treated effectively with 30 mg of baclofen and 200 mg of carbamazepine as an outpatient. At the age of 34, he had received surgical treatment for hydronephrosis caused by renal stone. Since 3 years ago, he has been on thiazide for hypertension. He was obese and blood pressure was 150/90 mmHg. There was mild Homer syndrome at the right side. Corneal reflex was normal. There was neither sensory impairement in the face nor weakness in masseter muscles. Other neurological examinations revealed no abnormalities. Urinalysis and hemogram were normal. Serum uric acid was 8.1 mg/100 ml (NR 3.5-7.8), triglyceride 254 mg/100 ml (NR 40-170) and total cholesterol 270 mg/100 ml (NR 120-220). Fasting blood sugar, urea-N and creatinine were normal. ECG showed left ventricular high voltage and large negative T in V2-V6.
Brain MRI revealed the main trunk of ectatic basilar artery compressing the root entry zone of the right trigeminal nerve and indenting the lateral aspect of pons ( Fig. 1) .
Cerebral angiography revealed an ectatic, tortuous vertebrobasilar artery which was laterally deviated 23 mm from the midline at V4 portion and projected 26 mm above the plane of anterior cranial fossa through the anterior clinoid process at its bifurcation (Resta et al. 1984) (Fig. 2) .
Since his pain was well-controlled by the medications, he was discharged without any surgical interventions. Vascular compression at the root entry zone of trigeminal nerve in the pons has been documented as a major cause of trigeminal neuralgia (Dandy 1934 ; Kempe et al. 1969; Janneta 1976 Janneta ,1977 Janneta ,1982 Haines et al. 1979) . Such vascular compression is mostly caused by a rather small arterial loop of superior cerebellar artery or anterior inferior cerebellar artery and infrequently by a small vein. Routine angiography was not helpful to reveal the vessel responsible for trigeminal neuralgia (Janneta 1976; Resta et al. 1984 ). Although Lye emphasized the value of intravenous digital subtraction angiography in the examination of basilar artery ectasia causing trigeminal neuralgia (Lye 1986) , it was unable to reveal the site of compression, since the precise relationship of the trigeminal root to adjacent vessels is difficult to be visualized by angiography alone. Takamiya et al. (1985) reported that in a case with both trigeminal neuralgia and hemifacial spasm caused by a tortuous vertebrobasilar system, double-contrast computed tomography using both air and iodinated contrast medium was useful to evaluate the relationship between the involved nerves and the pathogenic vessels prior to surgery. But their method not only requires special skill but also is invasive.
On the other hand, MRI is non-invasive and capable of disclosing the relationship of the involved nerve to the pathogenic vessel. Hutchins et al. (1989) reported a case with trigeminal neuralgia in whom displacement of the fifth nerve by megadolichobasilar artery was visualized by MRI. Recently MR angiography has been used to scrutinize the relationship of the cranial nerves to adjacent vessels. It was reported that MR tomographic angiography (Adler et al. 1992) or 3D-FISP images of MR angiography was useful (Felber et al. 1992 ) for visualizing the relatinship of the seventh nerve to adjacent vessels in facial spasm. As to surgical treatment, gangliolysis, rhizotomy or microvascular decompression is used. Microvascular decompression is the most excellent in relief of pain, morbidity and recurrence rates (Loeser 1989) . Gangliolysis is safer and easier, but frequencies of recurrences are larger as compared with the other methods (Loeser 1989) . Rhizotomy is as excellent as microvascular depression in both pain relief and recurrences, but morbidity is higher than microvascular decompression. Since an ectatic tortuous basilar artery is sclerotic and immovable, it is difficult to decompress the nerve in the usual manner. Takamiya et al. (1985) used a fenestration clip and decompressed the nerves. Waga et al. (1979) performed rhizotomy at the portio major in place of decompression.
